INTRODUCTION AND OBJECTIVES: Early allograft dysfunction (EAD) can be caused by a number of technical factors including vascular complications such as thrombosis and kinking. Retroperitoneal compartment syndrome (RACS) is an under-recognized vascular cause of EAD with potentially devastating consequences, and may even result in a lost graft. The graft can be salvaged with early recognition and intervention through a mesh hood fascial closure (MHFC) technique.
INTRODUCTION AND OBJECTIVES: Early allograft dysfunction (EAD) can be caused by a number of technical factors including vascular complications such as thrombosis and kinking. Retroperitoneal compartment syndrome (RACS) is an under-recognized vascular cause of EAD with potentially devastating consequences, and may even result in a lost graft. The graft can be salvaged with early recognition and intervention through a mesh hood fascial closure (MHFC) technique.
METHODS: Here we describe, in video, a 23-years-old male recipient diagnosed with renal failure secondary to chronic reflux. He has a 6 months history of peritoneal dialysis and is currently on hemodialysis. The patient received an anonymous living-donor right kidney from our paired exchange program. His BMI is 22. The graft had a single renal artery and single renal vein. A standard anastomosis was performed and subsequent urine output was brisk. The fascia was closed without tension. However, urine production ceased after the fascia was fully closed. A case of RACS was suspected and intraoperative Doppler ultrasound showed no blood flow in the graft. Immediately re-exploration revealed the graft to be abnormal in color and turgor.
RESULTS: These abnormalities resolved after pressure was relieved. The kidney was then placed in the optimal position within the iliac fossa and a large ellipsoid piece of polypropylene mesh was draped loosely and without tension over the graft. The mesh was attached to the posterior fascial edges using interrupted #1 polypropylene sutures. Skin closure then was completed over a closed suction drain placed in the retroperitoneal space lateral to the kidney. Doppler ultrasound after skin closure showed good flow and the postoperative course was unremarkable.
CONCLUSIONS: RACS could be associated with small android pelvis and lack of compliance in the retroperitoneal cavity secondary to peritoneal dialysis. Suspected RACS require prompt intervention to prevent irreversible graft dysfunction. We have shown that MHFC is an effective and safe method to treat EAD secondary to RACS.
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V6-05 ROBOTIC PARTIAL ADRENALECTOMY FOR SYMPTOMATIC ALDOSTERONE-SECRETING ADENOMAS: TECHNIQUE AND OUTCOMES
Giuseppe Simone, Gabriele Tuderti, Leonardo Misuraca*, Rome, Italy; Antonio Celia, Bernardino De Concilio, Bassano del Grappa, Italy; Antonio Stigliano, Francesco Minisola, Mariaconsiglia Ferriero, Giuseppe Romeo, Salvatore Guaglianone, Michele Gallucci, Rome, Italy INTRODUCTION AND OBJECTIVES: Partial adrenalectomy for functioning adrenal masses is significantly underused. Preliminary experiences suggested the effectiveness of partial adrenalectomy for functioning adrenal adenomas.
We describe surgical technique and present perioperative and functional outcomes of a two center series including nine symptomatic aldosterone-secreting adenomas treated with robotic partial adrenalectomy (RPA).
METHODS: From June 2014 to October 2016 RPA was performed in 9 consecutive patients with symptomatic aldosteronesecreting adrenal adenomas. Surgical steps include: Incision of Gerota' s fascia at the level of the upper pole of the kidney and exposure of the adrenal gland; careful dissection of the medial aspect of the gland, preserving adrenal vessels with a selective control of vessels feeding the adrenal mass; progressive dissection of the mass with a pure enucleation technique in order to maximize the amount of adrenal parenchyma spared; specimen retrieval into an endocatch bag; hemostasis and closure of adrenal defect with a sliding clip technique.
Two cases are demonstrated in the video. Baseline, perioperative and early functional outcomes data are reported.
RESULTS: All cases were completed robotically. Intraoperative blood loss was negligible, postoperative course was uneventful in all cases, except for 1 patient who required antibiotic therapy for post-operative fever (Clavien grade 2 complication). Median hospital stay was 3 days (IQR: 2-3).
Patients became normotensive immediately after surgery. Aldosterone and plasmatic renin activity levels decreased and returned within the normal range after surgery as well.
CONCLUSIONS: Robotic Partial Adrenalectomy is a safe and feasible technique. Thanks to surgical skills acquired with partial nephrectomy, an increasing adoption of adrenal sparing surgery among minimally-invasive urologists is likely to be anticipated. METHODS: Our patient is a 56-year-old female with a history of clear cell renal cell carcinoma (ccRCC) treated in 2004 with a left handassisted laparoscopic total nephrectomy, with negative surgical margins. In 2010, she was found to have enlargement of left retroperitoneal and common iliac lymph nodes and underwent chemotherapy with subsequent retroperitoneal lymph node dissection for a persistent left para-aortic mass. In 2015, she developed a 2.3 cm left (ipsilateral) adrenal nodule and had interval growth of a right lower lung nodule. Biopsy of the adrenal nodule demonstrated metastatic ccRCC. The patient was counseled and elected to undergo concomitant right robotic-assisted thoracoscopic pulmonary wedge resection and left RATTA. After completion of the pulmonary wedge resection by thoracic surgery, the patient was placed in a prone position. A double lumen endo-tracheal tube allowed for single (right) lung ventilation. With the left lung down, an 8 mm (camera) trocar was inserted into the thoracic cavity just superior to the 4th rib and pneumothorax was induced. Under direct vision, two additional 8 mm ports were placed approximately 6 cm on either side of the camera port. A 12 mm assistant port was then placed in a far lateral position. The diaphragm was incised, starting at the left crus and extending laterally through the diaphragmatic muscle exposing the retroperitoneal space and fat. The adrenal gland with mass was identified, dissected from surrounding structures, and extracted. The diaphragm was then closed using Ethibondâ suture with PTFE felt pledgets. A 22-Fr chest tube was placed in the thoracic cavity.
RESULTS: Operative and post-operative courses were uncomplicated. The chest tube was removed on post-operative day (POD) 2 with no residual pneumothorax. The patient was discharged on POD 4. Pathology confirmed metastatic ccRCC in both the left adrenal and right lung nodules with negative surgical margins.
CONCLUSIONS: We present the first described case of robotic-assisted thoracoscopic transdiaphramatic adrenalectomy. This novel technique represents a feasible alternative to transperitoneal or retroperitoneoscopic approaches in patients with previous abdominal and retroperitoneal surgeries.
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